Introduction
The dual concerns regarding escalating health care costs and the quality of care afforded aged Americans, has placed a primary emphasis on developing costeffective approaches to meet the long-term care needs of the frail elderly in the community.
An interesting development in these policy discussions over the past several years has been the expansion of the target population to include not only the elderly, but their families as well. Government officials on both the Federal and State level are now considering the development of public programs and policies to support families caring for aged relatives.
This relatively recent emphasis on family-oriented services and incentives is based upon the growing body of knowledge regarding the role families play in providing care to the frail elderly. It has now been established that families are the predominant service and health care providers to the impaired elderly living in the community (Cantor, 1975; Hill, et al., 1970; Rosnow, 1967; Shanas, et al., 1968; Sussman, 1965; Townsend, 1965) . Findings from a comprehensive study on cost comparisons of home care show that family and friends expend far more dollars than do agencies for maintaining elderly members at home and have been absorbing the largest portion of the cost compared to the expenditure of institutional dollars (U.S. General Accounting Office, 1977) . Furthermore, the availability of a family support system consistently emerges as the primary factor in reducing the probability of institutionalization for the chronically ill aged person (Barney, 1977; Brody, 1966; Spark and Brody, 1970; Townsend, 1965; York, 1977 ).
Yet, the available evidence also indicates that relatives take on these responsibilities to the detriment of other responsibilities to self and family. They make extensive sacrifices in order to maintain their aged relatives in the community. Often these sacrifices can not be sustained indefinitely. Several studies have shown that the precipitator of institutional placement is more often exhaustion of family resources and excessive burden on family members than a change in the aged person's health status (Brody, 1966; Kraus, et al., 1976; Silverstone, 1978; Teresi, et al., 1978) .
Furthermore, changing demographic trends promise to increase current pressures on families (Callahan, et al., 1980 , Glick, 1979 . Projections include an increase in the proportion of the most vulnerable segment of the elderly population, coupled with a decrease in family size. This is further complicated by an increase in the proportion of women who work and who are thus unavailable as full time caregivers to the elderly. All these trends will limit the ability of families to maintain aged relatives without support, regardless of their desire to do so.
These pressures on families, combined with those on the public purse due to the rising costs of institutional care, have led to the recent concern with developing programs which will encourage and support families to care for aged relatives.
At the current time, actual efforts in this direction are minimal. Service supports to families have largely been offered through local, small-scale programs with timelimited funding.
1 Efforts at direct financial payments to families have been somewhat broader-based but still limited in focus. For example, the State of Maryland is currently operating a demonstration project offering cash grants to a limited number of families who care for an aged relative in their own home. New York State also has experience with cash grants through its home attendant program which has allowed the aged client to choose his/her own home attendant. The latter may be a family member who is subsequently reimbursed by the State through a dual-payee check. Only California has a statewide system, in operation since 1958, which provides relatively high levels of reimbursement for familybased attendant care. However, due to administrative problems and issues of accountability, there are currently efforts in the State legislature to overhaul this program (Callahan, et al., 1980) . Given these scattered efforts, the relative advantages of these different types of service and financial approaches remains more a subject of debate than of analysis at the current time. Furthermore, the eventual efficiency of these programs may depend on the extent to which they are, in fact, perceived as desirable by the families to whom they are targeted. Little data currently exists regarding the preferences of families actually caring for an aged relative.
Thus, the research reported in this paper address two major questions: which supports do families identify as most critical to sustain their caregiving efforts and do such preferences vary by the characteristics of the family caregiver and/or the caregiving situation?
Research strategy Background
This research is drawn from a larger study entitled The Role of Families in Providing Long-Term Care to the Frail Elderly Living in the Community, funded by the Health Care Financing Administration. Data were collected during 1980. As part of an indepth interview exploring various aspects of the caregiving experience, relatives were asked to rank their preference for specified service and economic support programs. These items replicated those included in Sussman's research studies on Family Environments for the Elderly (1977; .
Respondents were first presented with description of five economic programs and asked to rank them in order of their preference. These programs were presented to the respondent in the format below:
• Rental or property tax deduction-You would be able to deduct a portion of your rent or property tax based on how much space in your home is used by the older person.
• Food stamps-You could buy food stamps for the older person and the family where the older person lives. This would allow you to buy food worth more money than the price of the stamps.
• Monthly check-You would get $200 to $400 each month to help pay for the expenses and extra time spent to care for your older relative.
• Tax deduction-You could deduct up to $1,500 from your income tax to cover expenses of caring for your older relative. • Social center-A place for the aged person to do things with others away from the home. The center could also give care and/or supervision while you were away during the day. Transportation between home and the center and a hot meal also would be provided. In addition to the five service programs included in Sussman's work, a sixth was added to the current study. This was a short-term care center, defined as a residential center where the relative could stay for up to 3 weeks in order to give the family respite or time for vacation.
After ranking both sets of programs separately, respondents were then asked to consider all the service and economic programs together and select the one program they preferred.
Sussman's findings indicated that medical care was the preferred service support while the monthly check was the preferred financial program. When all programs were considered together the overwhelming majority chose the monthly check as most desirable, thus indicating a clear preference for the flexibility of a financial incentive.
However, it is important to note that Sussman's primary samples consisted of individuals randomly selected from community residents, and responding to hypothetical situations of caregiving. Only one small subsample of 27 were families currently involved in providing care to an elderly relative. Within this group, Sussman found that:
"The sample of respondents currently caring for an older person place the greatest emphasis on medical care and the social center, with only 11.1 percent indicating that the monthly check is most desirable. This pattern might suggest that while the obvious benefits of the monthly check are recognized by many respondents, actual experience with chronically ill older people might result in a greater appreciation of service supports, such as medical care and a social center." The purpose of the research being presented here was to replicate these items with a larger sample of current caregivers to determine if this trend would persist.
Sample design and characteristics
The current sample consisted of 203 individuals identified as the primary caregiving relative to an aged person currently receiving home or day care services in New York City. Four social and/or health care agencies were selected as sampling sites. These included a day care center for the frail elderly; a homemaker/ housekeeper provider; a community chore service; and a visiting nurse service. The first two agencies served a Medicaid-eligible population, the third was funded under Title III to address the needs of those slightly above Medicaid eligibility; and the last provided nursing and health care services to Medicaid, Medicare as well as private pay clients. With minor variations between sites, the general sampling procedure consisted of drawing a random sample of aged clients, initiating contact with these clients in order to identify their primary caregiving relative; and contacting the relative to secure cooperation. Within the initial sample of aged clients, 22 percent were found to lack a family caregiver. This group included the kinless, those with no kin in the Greater New York Area, and those with no functional kin. Of the remaining aged clients, 67 percent gave permission to contact their relative and 71 percent of these relatives agreed to participate in the study. Data were collected by way of an indepth structured interview, administered by trained social workers, and taking approximately 2 hours to complete.
Of the respondents, 65 percent were adult offspring (three-fourths of whom were daughters); 9 percent were spouses; and the remaining 26 percent were more distant relatives, primarily siblings, nieces and nephews. The age of the caregivers ranged from 22 to 85 with a mean age of 54.6 for the total sample. The average age of caregiving spouses was 71.4, while among the adult children and other relatives it was 50.8 and 58.2, respectively. Approximately eight out of ten respondents were female; 62 percent were white, 21 percent Black, and 17 percent Hispanic. Excluding spouses caring for a husband or wife, 55 percent of the remaining caregivers were currently married, and 61 percent were working either full or part-time. Family income ranged from under $3,000 anually to more than $30,000, with caregiving spouses concentrated in the lower income categories. The majority of the total sample (69 percent) maintained a separate household from their aged relative. Providing care within a shared living arrangement was the case, however, for all spouses, 27 percent of the adult children, and 15 percent of other relatives. The aged relative in need of care tended to be female (80 percent), widowed (67 percent), 75 years of age or over (66 percent), and at least moderately impaired in activities of daily living (ADL).
Analysis
The data was initially explored in order to answer two general questions: which social and economic supports are most preferred by families confronted with the care of an ailing relative and which factors influence whether an economic or service support is perceived as most desirable? A third question emerged as it became apparent that the response pattern within this section was unique from the rest of the interview. That is, an extremely high refusal rate was in evidence for the section on economic incentives. The very fact that a significant proportion of respondents were reluctant to address the issue of economic incentives was considered an important finding. The question was then raised regarding the identification of variables associated with nonresponse.
The variables which were examined were conceptually classified into two major categories. The first category consisted of those variables which defined the respondent's predisposition for selecting a specific type of program in terms of their sociodemographic characteristics. These characteristics included the caregiver's age, race, marital status, sex, family income, and relationship to the aged relative.
The second category included factors that defined the respondent's current caregiving circumstances that were viewed as potentially modifying the type and extent of support perceived as most desirable. These variables included the aged person's sex, activities of daily living (ADL) functioning, and current utilization of service supports; the respondent's level of caregiving involvement, degree of preceived stress, as well as their employment status, and living arrangements in relation to their aged relative.
Most variables were measured using single-item indicators with the exception of ADL impairment, service utilization, caregiving involvement, and caregiving stress. For these variables, multi-item scales or indexes were developed to operationalize the construct. All scales were analyzed for internal consistency using Cronbach's alpha to assess reliability of measurement.
Results

Selection of preferred program
Looking first within the general category of economic incentives, it is clearly the monthly check that seems the most attractive (Table 1) . Forty-four percent of those responding ranked the monthly check as first and almost 2 See Technical Note for description of scales.
Health Care Financing Review/Winter 1983/voiume s. Number 2 three-quarters (74 percent) chose this program as either first or second. The second most popular economic program was food stamps, with 23 percent ranking it as most preferred and 54 percent as either their first or second choice. The popularity of these two programs suggest that the caregivers recognize the relative benefits of direct income supplementation when compared with the more indirect programs offering tax deductions on income or property. The low-cost housing improvement loan was least preferred, with only 5 percent ranking it as first and more than half (58 percent) placing it at the bottom of the list.
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The patterns mat emerge among the economic supports are generally consistent with those identified in Sussman's research. The pattern shows a little less consistency when we turn to the service programs (Table  1) . While Sussman's findings show medical care as the service support preferred by the large majority of his combined samples, in our group of family caregivers we see an even split between medical care and homemaking services, with approximately one-third ranking each as first. Almost two-thirds of the respondents chose one of these two programs as either the most, or the second most, preferred. The short-term care center was seen as the least critical service support by relatives. More than three-fourths ranked it as either their fifth or last choice. Only 2 percent chose the short-term care center as the most desirable program, while another 8 percent ranked it as their second choice. This last finding, as well as the emphasis placed on homemaker services, suggests that while extended respite may be desirable, the primary need of caregiving relatives is relief from the daily responsibilities of providing assistance to an aged relative.
The contrast with Sussman's community samples is most striking, however, when we look at the program selected as most desirable by family members. When asked to consider all programs together, both economic and service, over 80 percent of our respondents chose a service rather than financial support. No matter how attractive the financial aid offered by a regular cash supplement, it is clearly less desirable than programs which offer direct assistance with care-related tasks (Table 2) . Specifically, 26 percent of the total sample selected homemaking as the most preferred program, 25 percent selected medical care, 12 percent chose the social center, and only 10 percent identified the monthly check as the program liked best.
While spouses were most likely, as compared to children and other relatives, to choose a monthly check as the most preferred support, this was still true of only 16 percent of the spouses. In contrast, more than half of the spouses (53 percent) selected medical care as the most desirable program. Children and other relatives were more likely to put an emphasis on homemaker services, and adult children were more likely than the other two groups of caregivers to cite a preference for a social center (Table 2 ). The remaining programs were each selected by less than 10 percent of all study respondents. Overall, the initial analyses of our data confirm that among individuals actually confronted with the care for an aged relative service and social supports are perceived as more crucial than financial incentives.
Refusals
The response pattern mentioned earlier indicates that not only are financial incentives less preferred, they also tend to elicit a negative reaction from a sizable group of individuals. Comments such as ".. .it puts a price on your relative", "I don't like any of these, people are going to either want to help or not", as well as "I never thought in terms of getting paid because it's a mother," often followed the refusal to rank the economic programs. Only 74 percent of the respondents completed the entire section on economic incentives; 16 percent agreed to rank only some of these programs and the remaining 10 percent totally refused to consider any of them. This is even more striking when one considers that the interview in its entirety deals with extremely sensitive material concerning family stress and the quality of familial relationships. In no other section was this refusal rate even approximated. Nor were such unusual objections voiced when families were asked to rank service programs, where only 1 percent refused to consider the entire section, 11 percent agreed to some of the rankings and 88 percent completed the entire section.
Given that more than one-fourth of the sample refused to rank some or all of the economic programs, we explored the data to see if variables could be identified which differentiated this group from the remaining caregivers. Those who refused were more likely to be the least educated, have the lowest income, live with their aged relative rather than in a separate household, be 65 years of age or over and the spouse of the aged person. In short, those who might need financial aid programs the most, are more likely to reject them (Table 3) .
Obviously, these independent variables are interrelated in that they tend to define the circumstances of the spouse who is providing care for an impaired husband or wife. Therefore, we looked separately at the two groups of nonspouse caregivers, those who were adult children (n = 131) and those who were otherwise related (n=53) to the aged relative. Among the adult children, refusal to rank the economic programs remained significantly associated with age, with the youngest offspring least likely to reject the economic programs outof-hand. Among the other relatives, refusal to respond to the economic incentives was significantly associated with lower income. There was a strong trend (although not statistically significant) regarding age, with aged caregiving relatives more likely to refuse to rank these programs. In short, there does appear to be both a cohort and a class difference which may be attributed to a stronger adherence to familial independence and thus, a concurrent rejection of programs which imply an ideology of cash for care. 
Economic versus service incentives
Even in light of the high refusal rate noted for the economic incentives, it must be stressed that our sample of caregivers did not reject interventions supportive of families caring for aged relatives. When asked to select the one program they liked best, 98 percent did so, and as mentioned earlier, 80 percent selected a service support. The next stage of our analysis sought to identify the variables associated with the choice of an economic versus a social support. Was there a subgroup of caregivers for whom one type of support was more appropriate than the other? (Tables 4 and 5 ).
The analysis indicated that the respondent's background characteristics were not critical in differentiating caregivers who selected either a service or an economic incentive.
However, two significant relationships did emerge within the second category of variables -those that defined the current caregiving experience. Where the aged relative was male, 36 percent of the caregivers chose an economic rather than a service support compared with 16 percent who did so when the relative was female. It appears that caregiving relatives are relatively more open to economic incentives when they are providing assistance to an aged male relative.
The only other variable showing a significant relationship with preference for type of incentive was current service utilization. The more the aged relative utilized home-delivered services, the more likely the family caregiver would prefer a service support. This suggests that actual experience with service supports has been positive for family members. Once received, families are more likely to be aware of the benefit and/or relief they Summary and conclusions
In summary, this research examined preferences for social and economic supports among a sample of 203 family members currently providing care for a frail aged relative. The study found that overwhelming majority preferred service programs, primarily homemaking and medical care, to financial incentives. Furthermore, a significant minority refused to even consider economic supports in reference to their personal situation. The aged person's sex as well as current levels of service utilization were associated with a preference for service over economic supports.
These findings have direct relevance for upcoming policy decisions. On the most basic level, we must advocate that the preferences of potential recipients deserve to be taken into consideration in the formulation of public programs and policies. Evidence from both this study and that conducted by Sussman clearly indicates that those families who currently confront the reality of caring for an aged relative prefer service over economic incentives if they are faced with a choice.
Yet, most of the current debate, as well as initiatives regarding family support, have focused on providing financial incentives for family care. In attempting to understand why this is so, as well as why families appear to have contrary preferences, we must look at the assumptions underlying such proposals and the available evidence relative to these same assumptions.
The basic underlying assumption behind programs which offer financial assistance to families is that the latter are faced with economic constraints which limit their ability to maintain their aged relative at home. Cash incentives are assumed to remove these barriers and induce families to provide home care to a frail relative. However, all available evidence contradicts these assumptions. The most recent studies have consistently found that of all types of stresses inherent in providing assistance, financial hardship is the least frequently reported by caregiving relatives (Cancer Care Inc., 1973; Cantor, 1980; Frankfather, et al, 1981; Simos, 1973) . Findings from other aspects of our study are consistent with this conclusion. For example, only 3 percent of our sample identified financial assistance as the most critical help offered the aged relative; whereas 61 percent and 20 percent chose emotional and instrumental assistance, respectively. This is not to say that caregiving does not involve financial help nor entail economic costs to the family. Excluding the 19 spouses in our sample, 43 percent of the remaining caregivers helped their aged relative financially, and one-fourth of the total sample said that their family's financial situation had changed for the worse since having assumed the caregiving role. However, the strains associated with financial assistance do appear to be of lesser consequence when compared to the social and emotional impact of caregiving on the family. When asked what were the major problems they faced, only 4 percent spontaneously mentioned financial problems, whereas 64 percent mentioned at least one problem having an emotional component. Furthermore, only 3 percent identified financial assistance as the most difficult caregiving task. In summary, the available evidence indicates that the financial aspects of caregiving are not perceived as the most stressful by family members.
Furthermore, there is little empirical support for assuming that cash payments would induce an otherwise reluctant family to share its home with an aged relative (Prager, 1978) . The majority of families respond voluntarily to the needs of their aged members to the best of their capabilities. As Sussman, (1977) concludes, "[a]t best, incentives facilitate the process and make it easier for the already committed and do little to change the minds of the refusers." The use of the word "incentives" itself, is therefore, a misnomer. The terminology implies that, by offering such programs, families will behave in ways which they would not have in their absence. The target population of a program under this heading would be the minority of families who reject their caregiving role and the success of such a program would be questionable.
Programs as described in this article act not so much as enticements as they do act as supports which maximize and, hopefully, prolong family efforts. From the families point of view, service, rather than financial supports best meet this goal.
While the general argument advanced in this paper has been in favor of expanded social and health care services, as a final note, it must be clearly stated that we do not question that financial support would be of benefit to many families and that most families would not reject the support if offered. If this were the best of all possible worlds, we would be advocating that both economic and service supports be made available, but this is not the situation. Current budget constraints only promise to get worse and choices are inevitable when resources are limited.
Technical Note A Description of measures 1
Activities of daily living
The activities of daily living mesure used was a modification of the scale included in the Older Americans Resource and Services Project Multidimensional Functional Assessment Questionnaire. Respondents were asked whether their aged relative could perform each of 15 tasks (i.e., use telephone, shop, feed self, dress, bathe, prepare meals, etc.) with no, some, or great difficulty. Scores ranged from 0 to 30 with a mean of 15.1 and a standard deviation of 7.1. The scale alpha was .91. 
Service utilization
Two indexes were constructed to measure the extent of current service utilization. The In-Home Service Index tapped the extent to which the aged relative used the following services (measured on a 5-point scale from never to daily use): homemaker, home health aide, visiting nurse, meals-on-wheels, and friendly visitor. Scale scores ranged from 0 to 11 with a mean of 3.8 and a standard deviation of 2.6. The Community-Based Service Index was based on the following eight services: counseling, transportation, information and referral, physical therapy, speech therapy, congregate meals, senior center, and financial management services. Scores ranged from 0 to 18 with a mean of 3.7 and a standard deviation of 4.0.
Caregiving involvement
Caregiving involvement was operationalized by a 12-item scale tapping the frequency of telephone contact, the frequency of face-to-face interaction, and the extent to which assistance was provided with: transportation, homemaking, shopping, meal preparation, personal care, health care, financial management, linkage with formal services, emotional support, and financial assistance. Scores ranged from 0 to 43 with a mean of 23.2 and a standard deviation of 8.9. Cronbach's alpha for this scale was .82.
Caregiving consequences
Caregiving stress was measured utilizing the responses to several open-ended and fixed-choice items. Respondents were asked to describe the major problems they have faced, the positive aspects of providing care; whether there was anything they were no longer able to do because of caregiving duties; whether they felt responsibilities to other family members were being neglected; and the extent to which they believed caregiving entailed sacrifices. Furthermore, respondents were asked whether providing care resulted in change in 17 specific areas including: work performance, recreation, their own physical and mental health, finances, relations with other family members, plans for the future as well as feelings towards their own aging. Scores on this 29-item scale ranged from 0 to 24 with a mean of 9.8 and a standard deviation 6.1. The alpha coefficient was .88.
